The Vietnam Nurse Project has been operating in Hanoi since 2007. Its primary purpose is to improve nursing education through curriculum development, faculty development, and the introduction of a more student-centric teaching and learning environment. The Virtual Nursing Grand Rounds component of the project is an academic-practice partnership between the Vietnam Nurse Project at the University of San Francisco School of Nursing and Health Professions and the Thanh Nhan Hospital intensive care unit. Its goal is to improve nursing practice in the Thanh Nhan Hospital intensive care unit. The Virtual Nursing Grand Rounds is a fully interactive real-time synchronous computer technology-assisted point-to-point program that provides ongoing evidence-based staff development and consultative services.
are the Bach Mai Nursing School; An Khanh Nursing School; and the Vietnam University of Traditional Medicine, School of Nursing. The Virtual Nursing Grand Rounds (VNGR) component of the project is an academicpractice partnership between the VNP at the University of San Francisco School of Nursing and Health Professions (USF/SON&HP) and the Thanh Nhan Hospital intensive care unit (TNH/ICU). Its goal is to improve nursing practice in the TNH/ICU. The VNGR is the first program of its kind for nurses in Hanoi.
The VNGR is a yearlong international nursing instructional and clinical demonstration project that was officially launched with a live audio/visual broadcast from Hanoi to San Francisco on November 14, 2012. The first grand rounds broadcast was on February 4, 2013. The VNGR is a fully interactive real-time synchronous computer technology-assisted point-to-point program. It takes full advantage of current low-cost mobile technology 56 NURSING ADMINISTRATION QUARTERLY/JANUARY-MARCH 2014 to provide ongoing evidence-based staff development and consultative services.
The VNP leaders and the medical director of the TNH/ICU merged existing Internet and instructional technologies with the triedand-true teaching method of grand rounds to design and implement an innovation that is changing the way nurses practice in the TNH/ICU. In addition, VNGR broadcast seminars are beginning the important process of identifying how the role of the nurse and the physician can better complement each other to improve overall patient care.
LITERATURE REVIEW
Innovation has been described in many different ways. One characteristic of innovation that the authors think everyone can agree with is that "innovation is in the eye of the beholder." As Rogers 2 informs us, unless an innovation is judged to be better than the product, service, or process it supersedes, it will probably be unevenly diffused throughout the organization or rejected outright. Innovation often involves the realignment, reorganization, or rebalancing of existing technologies, power bases, systems, and knowledge to produce a novel way of doing something, or a novel way to produce or use a product. All innovation can contribute to the emerging state of "systemness. " Kizer 3 states that systemness is about using synergy among and between subsystems or units to produce an outcome that no subsystem or an organization could produce on its own. Innovation, as defined by the Conference Board of Canada, is "the process through which economic and social value is extracted from knowledge through the generation, development and implementation of ideas to produce new or improved strategies, capabilities, products, services, or processes." 4 The Conference Board categorizes innovation as either a radical change in products, services, and processes, or incremental improvements to products, services, or processes. 4 The VNGR falls into the incremental category, with its primary focus of improving the effectiveness of nursing services by expanding nursing knowledge and processes.
All innovation, and its subsequent diffusion, occurs within a social system. A social system does many things, but it is particularly powerful at setting boundaries, especially in a hierarchy. A social system may have flexible or rigid boundaries; however, in a typical top-down command-and-control hierarchy, boundaries are generally based on historical patterns of behaving, are rigid and inflexible, and difficult to change. 2, 5 A rigid social system and structure generally consists of a hierarchical top-down command-and-control structure that gives the higher ranking members the right to issue unchangeable instructions to those lower in the hierarchy. 3, 5 Rigid and fixed social systems can prevent an organization from achieving systemness, because systemness is more about culture than anything else. 3 An organization's culture, which is based on the organization's spoken and unspoken values, can be the most intractable and difficult element to change. Kizer 3 posits that there must be an infrastructure in place that facilitates systemness, and it must have (a) the ability of the system to initiate and diffuse knowledge, (b) a teaching/learning system to develop and confirm new competencies, (c) effective teams and team processes, and (d) care management tools. The VNGR satisfies all the above criteria.
Rogers 2 also states that every social system has a social structure within. The general purpose of the social structure is to provide the members of a social system with a certain level of predictability and stability, something humans desire. Both the social system and the social structure provide the context in which all work is conducted. A thorough understanding of an organization's social system and structure is paramount in the design, implementation, and diffusion of any innovation. Failure to understand and comprehend an organization's social system and structure can doom any innovation.
Crow and Thuc 6 note that innovation and change destabilizes a social system and often temporarily decreases the organization's effectiveness. Moreover, when a change or innovation challenges a bedrock value of a social system or its social structure, it is automatically more difficult to manage and lead. If not facilitated properly, the process will damage trust between the members of the social system. 6 Distrust is antithetical to systemness. Leonard 5 states that when distrust takes hold, it can quickly rob any organization of cooperation and shared meaning.
Shared meaning is a function of how well an organization's fundamental values, spoken or unspoken, overlap. 5 It is worth noting that the spoken and unspoken value systems may not necessarily be an exact replica of each other. For example, spoken values are frequently posted throughout an organization, with phrases such as, "We value each individual's contribution to the success of the organization." These values are almost exclusively the domain of the formal part of any organization. The unspoken values are much more under the control of the informal organization and, in many cases, have tremendous impact on an organization's success and systemness.
The social system and structure make up an organization's culture, and it is important to understand that culture trumps everything. An organization's culture acts as a screening tool to selectively let information into the organization or screen it out. In general, in most organizations, a top-down commandand-control culture is much better at blocking new information than letting it in. 6 
THE SETTING
Thanh Nhan Hospital is a 600-bed hospital in Thanh Nhan Ward, Hai Ba Trung District, Hanoi, Vietnam. It primarily serves poor patients and is a general hospital that is operated by the Hanoi Department of Health, which is the public health system in Hanoi.
The ICU was originally designed for 16 beds; however, patient admissions often increase the daily census to 30. The unit is divided into 5 rooms. The unit has 2 semiprivate rooms, two 8-bed wards for critically ill patients, and one 8-bed step-down ward for stabilized patients. The unit has a staff of 40 nurses, 1 head nurse, and 1 physician director. The unit is supported with limited physical therapy and dietary services; however, it does not have respiratory services.
The TNH/ICU has limited resources and lacks many of the features one would expect to find in a typical ICU in the United States. For example, the nurses are frequently faced with supply shortages. Sinks with running water are available only in the step-down ward and in the 2 private rooms. Because the 2 main wards do not have sinks, the nurses use a 70% alcohol solution for bedside hand washing. Despite these limitations, the ICU nurses do remarkable work.
NURSING PRACTICE IN VIETNAM
Vietnam does not have a nurse practice act to codify into law the parameters for nursing practice. The Ministry of Health issued Nurse Practice Guidelines 10 years ago; however, these guidelines have not resulted in standardization of nursing practice throughout Vietnam or helped guide standardization of nursing curricula. Because of this lack of uniformity in curricula, the schools of nursing, which are operated and led by physicians, do not produce new graduates with a set of basic fundamental skills, knowledge, or abilities that are uniform throughout Vietnam. As a result, there is tremendous variability in new graduates' capabilities upon hire.
In terms of practice, most physicians typically view nurses as assistants, someone to be told the what, when, and how of nursing practice. Nurses are to follow orders exactly as given, and without question. The social system and social structure in which nurses practice is firmly in place. It is rigid and overly reliant on top-down command-and-control authority, and the bureaucracy is there to ensure the status quo.
Nurses do what they are instructed to do and often carry out procedures without fully understanding the rationale for the procedure. Access to online databases and other resources is almost nonexistent. Nursing practice is very much dependent on passed-down wisdom, and with little access to databases or contemporary nursing textbooks, nurses have absolutely no basis for challenging any prescriptions or processes.
The work of management is also reliant on passed-down wisdom. Data-driven decision making or evidence-based managerial and leadership practice is lacking. For example, managers typically spend the majority of their time dealing with the consequences of errors, rather than preventing them. Errors are considered a personal failure. When an error is discovered, no internal mechanisms are available to analyze it and find the root cause. Typically, as in the not too distant past in the United States, when an error occurs, an immediate hunt begins to find someone to blame. This, of course, has the predictable outcome of staff hiding errors.
Author Nguyen had the opportunity to come to the United States for 7 months to study prehospitalization and trauma care. This experience provided him with the knowledge that with well-educated and informed clinical and managerial nurses, patient care is improved. In addition, Nguyen observed how nurses and physicians worked as a team. Although Nguyen observed a somewhat hierarchical system in the United States, he noted an environment of mutual trust and respect where ideas about improving care were driven by data and the best available evidence.
Author Nguyen was convinced that, without effective nurse leaders to support advancing nursing practice at TNH, little would actually change. Nguyen returned to Vietnam with many good ideas and faced a health care social system and social structure that had been in place for decades and was not easily going to change. Then, as luck would have it, serendipity intervened, and by a chance meeting in 2008, the VNP was invited to Thanh Nhan Hospital.
In 2009, the VNP made its first visit to TNH at the invitation of its chief executive officer. We were asked to provide seminars on both clinical and leadership topics and had the good fortune to have author Nguyen as our interpreter.
Thanh Nhan Hospital leaders attending VNP presentations were impressed with the depth and breadth of nursing knowledge about clinical issues. However, it was the leadership seminars that quickly caught Nguyen's attention. These seminars provided information on effective leadership, with the added feature of how to make it happen. During that time, the leadership classes focused on the management of change, evidence-based practice, and shared governance (SG). The SG presentations generated author Nguyen's "ah ha" moment. He realized that patient care outcomes improved when bedside nurses were given more influence, power, and control over their practice.
The VNP leadership decided to focus their efforts on change management, evidencebased practice, and shared decision making. The team knew that making and sustaining change would require an infrastructure to create nursing systemness. The goal of achieving nursing systemness would provide the TNH/ICU nurses with an opportunity to act as a unified whole, while creating their own identity as nurses.
Shared governance was the infrastructure chosen to develop nursing systemness and was implemented in June 2013. An SG nursing practice council was created with the primary purpose of diffusing new nursing knowledge throughout the ICU, ensuring competence in newly acquired skills, and minimizing variations in nursing practice from nurse-to-nurse and from shift-to-shift. In addition, it would provide the nurses with the unprecedented opportunity to define their own practice.
The VNP retuned to Hanoi in 2010 and 2011 1 and provided additional clinical seminars and much more detail on SG and effective leadership. In 2011, the project leadership concluded that to truly improve clinical practice and leadership, an annual visit was not enough. It was at that moment when the team began thinking of ways to have a year-round presence without traveling to Hanoi several times each year. In early 2011, the VNP leaders' brainstorming produced an innovative solution of using technology to continue its work. The concept of "Virtual Nursing Grand Rounds" was born.
The VNP leadership identified key strategies to guide their work. These strategies included (a) designing a process to begin incorporating an expanded practice role for the TNH/ICU nurses, (b) reflecting principles and methods for "cooperation" and interprofessional collaborative practice, and (c) promoting and supporting the introduction of SG in the ICU. Desired project outcomes were (a) that nurses would be empowered to identify system, education, and performance competency issues and (b) through cooperative practice with physicians, nurse leaders, and hospital administration to develop plans to address them.
THE INNOVATION: VNGR
As described earlier, the VNGR is a fully interactive, real-time synchronous computer technology-assisted point-to-point program that takes full advantage of current lowcost mobile technology to provide ongoing evidence-based staff development and consultative services between the VNP at the University of San Francisco School of Nursing and Health Professions and the TNH/ICU, Hanoi, Vietnam.
The technology used during VGNR presentations includes (a) latest-generation iPads that have improved optics, (b) LCD monitors, (c) laptop computers, (d) wireless networks with the Internet access, (e) a cloud-based digital drop-box, and (f) FaceTime software (FaceTime, Apple, Inc, Cupertino, California) as the broadcast platform. In our experience, FaceTime has proven to be more reliable than Skype, because it has less sound and video distortions and reduced episodes of freezing and disconnections.
In Hanoi, the iPad is connected to a large LCD monitor that is placed on a portable cart to allow maximal flexibility. The portable cart enables us to broadcast to an ICU conference room or to move the equipment to the bedside for specific case consultation, to demonstrate a procedure, or directly observe care in real time. The broadcasts are scheduled for 60 to 90 minutes once a month, and to accommodate time zone differences, the broadcast begins at 7 PM in San Francisco, which is 9 AM the next day in Hanoi.
All VNGR broadcasts are based on an educational needs assessment conducted between November 2012 and January 2013 by the VNP and our Hanoi partners. Broadcasts are sequenced to build upon prior learning and generally focus on a body system and related nursing care priorities.
PREPARING FOR THE BROADCAST
Broadcasts are based upon patient case studies. After an appropriate patient case is identified, the ICU nursing staff is asked to collect and document patient case details using a VNP-designed patient case data worksheet. The worksheet is based upon the nursing process and has 4 primary purposes: (a) to guide the staff in collecting essential patient data for the case presentation, (b) to provide a schema for presentation talking-points that will focus on improving knowledge to expand nursing practice, (c) to guide the staff in identifying the top 3 patient problems that are sensitive to nursing intervention, and (d) to provide guidance for documenting nursing care in the patient's record. We then use the physical assessment, diagnostic data, and problem list to build the presentation.
The VNGR uses a consistent PowerPoint template and broadcast format to ensure uniformity among broadcasts. The PowerPoint template, which is based on the nursing process, provides consistent visual formatting and guides each presenter in building the presentation. The broadcast template is divided into "acts" for clear demarcation of transitions in the presentations, and each act has a specific time frame. This enables us to apply the principle of dual coding, that is, using verbal and visual cues to enhance comprehension of new material and to mitigate loss of meaning related to synchronous language translation during the presentation. In addition to PowerPoint, short instructional video clips are frequently used. The videos are edited for essential content so that principles and methods are prominent without extraneous verbiage.
Slides and videos are then deposited in the VNP cloud-based digital drop-box, which allows for the storage and transfer of large files. The slides are then translated into Vietnamese by our Vietnam partners and are made available to each participant. The video is downloaded to a laptop computer in Hanoi so that it can be played in the conference room. This allows the participants to have full control over starting and stopping the video when clarification of a concept, principle, or method is needed.
The VNP leaders do not create all of the presentations. The VNP has invited colleagues from universities in the Greater San Francisco Bay Area, as well as USF/SON&HP Doctorate in Nursing Practice (DNP) students to participate. The VNP leaders review all presentations to (a) provide guidance in "leveling" the content so that it is appropriate for the audience, (b) to ensure that presentations build on previous learning, (c) to verify that the content is sensitive to the Vietnamese culture, and (d) to ensure that any equipment or supplies are available to the ICU nurses.
THE BROADCAST
The VNGRs are broadcast from the USF/SON&HP simulation center. Equipment setup takes about 30 minutes. Guest presenters arrive at least 1 hour prior to broadcasting to rehearse and become familiar with the equipment and process. Because broadcasts are in real time and the presenters have direct visual and audio communication with the Vietnamese audience, it feels like any modern university classroom. The most challenging aspect for most presenters is working with an interpreter. Because VNP leaders are available to support the presenter, and because author Nguyen is always the Vietnamese interpreter, presenters and interpreter quickly become comfortable with the exchange. The VNP leaders are present during each broadcast to provide technical assistance and to clarify questions from our Hanoi colleagues by providing the context related to the questions. The VNP also has the luxury of receiving support and assistance from a Hanoi-based USF/SON&HP nursing faculty member who is an associate director of the VNP and is completing a Fulbright Scholarship in Vietnam.
As of this writing, we have had 1 USF/SON&HP DNP student who has developed and delivered a VNGR. This DNP student is conducting her DNP project in the TNH/ICU. Her project is the introduction of a comprehensive oral care protocol for the mechanically ventilated patient. We have had participation and presentations by colleagues from the California State University Sacramento, School of Nursing, and the Samuel Merritt University School of Nursing, Oakland, California. Their topics were care of urinary drainage systems and pre-and postdialysis care of the ICU patient, respectively.
POSTBROADCAST
We complete each broadcast by collecting information from the broadcast participants. This feedback has provided valuable information that assists us in continuously improving our processes. For example, on the basis of feedback, we made many changes to adjust pacing, leveling of content, and to modify multimedia use and methods to facilitate greater participation and interaction with the ICU nurses.
NEXT STEPS
The VNGR demonstration project will conclude in November 2013 when VNP leaders and volunteers will be in Hanoi for our annual teaching visit. At that time, we will conclude our program evaluations and incorporate participant feedback to plan the next phase of the program. We anticipate that the program will be expanded to include all nursing units at TNH. In addition, we will begin the process of assisting the TNH nurses to prepare their own nursing grand rounds presentations. To prepare for this transition, USF/SON&HP has appointed author Nguyen as an affiliate faculty. This enables him to access online resources and databases for gathering the best available evidence that will be used to develop their own nursing grand rounds program.
OUTCOMES
In the 5 months VNGR has been broadcasting, we have facilitated the following outcomes: (a) the nursing process is now used to organize patient care, (b) the nurses are performing more comprehensive patient physical assessments, (c) a comprehensive nursing oral care protocol has been implemented for mechanically ventilated patients, (d) a chest physiotherapy nursing protocol has been implemented, and (e) a nursing practice council has been implemented.
CONCLUSION
The Internet technology, grand rounds, and SG can assist nurses in Hanoi to define their practice, to empower them, and to improve patient care outcomes. The VNP at the University of San Francisco, School of Nursing and Health Professions and the Thanh Nhan Hospital have joined forces to provide nurses in Hanoi with continuing education and consultative services so that they may fulfill their professional obligation of providing evidencebased nursing care to patients and families.
